Introduction
I spent a substantial part of my training in London. London is an absorbing city, which empowered me with a vast amount of positive personal and professional experience. However, I also remember the hustle and the bustle. Noise pollution. Public transport. Trying to cross the city and get to work. Covering those few miles to arrive at the designated hospital on the next part of your medical rotation often required substantial resolve. A considerable amount of psychological strength was needed to cope with these and other aspects of city life. Therefore, in my opinion, London was the perfect setting to address the psychological challenges and potential sequelae of another impersonal, high stress environment of ill -health -the intensive care unit.
A heterogeneous population of individuals descended upon the Exeter Suite at the Strand Palace Hotel in search of some insight into the issues pertaining to psychological sequelae after intensive care. The intensive care, anaesthetic, nursing, physiotherapy and psychological fraternity were all well represented. This illustrates that the development of psychological problems after intensive care envelops many facets of medicine. What were the delegates hoping to get from the day? Some of their preconference thoughts voiced to me personally over a coffee and a croissant are highlighted in Table 1 .
"Delirium and Confusion: More than ICU syndrome"
There are myriad behavioural and psychiatric signs and symptoms observed in patients that have experienced intensive care. These have frequently been coined the 'ICU syndrome' or 'ICU psychosis'.
Professor Richard Griffiths started the meeting by emphasising that the ICU syndrome as a specific entity does not exist. Drawing from his twelve years of ICU followup experience he emphasises that it is misguided to ascribe the aetiology of such signs and symptoms solely to the ICU. Moreover, this approach serves little clinical purpose and does nothing to guide management. Indeed, a lot of the so called "ICU confusion" lies with the ICU physicians and nursing staff as to the real causes of delirium in the ICU environment and what is the best management for patients presenting with this condition. Delirium can be thought of as a failure to correlate an image with an emotional context. Delirium is a medical condition with a multifactorial aetiology. There are pathological and psychological components. A recent study from France has demonstrated post-mortem neurohistological damage in fatal sepsis. Moreover, we can all recite wide-ranging anecdotes of cognitive deficits reported by patients.
Dr Anetth Granberg Axell later on in the morning session described in detail the signs and symptoms of ICU delirium that she had observed in a cohort of 31 ventilated patients in her Swedish ICU. What is apparent is that delirium is common. In one study from America, 81% of patients developed some form of delirium whilst in hospital -60% of these whilst in the ICU. Indeed, drawing from experience in America, advances have been made in the assessment of delirium with a more widespread use of the CAM-ICU delirium assessment tool. Interestingly, ICU -related delirium often develops in patients with no factual memory of the ICU whatsoever. A 30-year prospective study from America demonstrated that 20-40% of patients have no recall of their ICU experience whatsoever.
"How memory can be disturbed"
What effect does a period of intensive care have on a patient's memory? The psychologist Professor Martin Conway expertly addressed the disturbances of memory that have been found to occur in patients experiencing a period of intensive care. Three main types of memory exist -procedural, semantic and episodic. This latter type is highly prone to disruption by the physical and psychological stresses of intensive care. Episodic memory is a form of "autobiographical" memory. It provides highly specific knowledge of single experiences. It has a widespread neuroanatomical basis, encompassing many areas of the brain. It is a complex form of memory that provides content for the self, facilitates identity, and allows for future planning. Disruption of this form of memory can be characterised by amnesia, the presence of intrusive memories, poor memory specificity, distorted and false memories and disorders of memory awareness. This latter concept of memory awareness is truly fascinating. It is the experience of the self in the past -the so-called "recollective experience". It is indicative of the brain recognising what state it is in e.g. whether it is dreaming, fantasising, or recalling a factual memory or a fear. Indeed, what is important with any form of psychological disruption after intensive care is whether insight is retained -i.e. whether an individual can determine the exact nature of his or her thoughts.
"Life Interrupted: Risk Factors for Stress Response Syndromes"
Surviving a major disaster or suffering extensive burns are easily identifiable as severe traumatic events that may lead to the development of acute psychological distress and subsequent chronic psychological morbidity, including post-traumatic stress disorder (PTSD). However, so too can medical event related trauma such as surviving a life threatening illness.
Dr Alastair Hull, a psychiatrist with an interest in PTSD, provided considerable insight into the issues pertaining to PTSD and intensive care. PTSD is a triad of well-recognised symptoms after exposure to a traumatic event. It is seen in up to a third of Vietnam combatants and about fifteen per cent of patients after ICU. The development of PTSD can no longer be ascribed to the event itself. Risk factors for its development do exist. In the general, non-medical setting these would include the degree of the trauma, a personal or family history of psychiatric illness, a lack of substantive employment history, an increase in cortisol levels and being female or at the extremes of age. Interestingly, it is becoming apparent that in those patients surviving critical illness, the number of days ventilated, an absence of factual memory for the events, or visiting the GP or mental health advisor for stress before the illness are important risk factors for developing PTSD during their recovery. Moreover, PTSD is a chronic disorder. Without treatment it has been known to persist for up to seven years. If the symptoms of PTSD are still present at three months after the event they tend to persist chronically. The importance of diagnosing this condition promptly at time of ICU follow up is evident to all.
"Psychological Stress in the Adult ICU Patient and their Relatives"
Dr Christina Jones enlightened the audience with her vast experience regarding the considerable psychological and psychosocial burdens experienced by survivors of intensive care and their relatives. Seventy-three per cent of family members and eightyfour per cent of spouses report symptoms of depression and anxiety. Moreover, a strong correlation has been shown between high levels of symptoms in family members and high levels in patients. Three main stressors have been identified -admission to the ICU, step down care to the general ward and finally discharge from hospital. This latter stressor is particularly important as a recent patient satisfaction questionnaire highlighted that many survivors felt that it was their "spiritual" care, their general well being, that was often overlooked. However, not all patients and their relatives are overwhelmed by symptoms. Indeed, for many patients the psychological distress will be self-limiting and resolves. Dr Jones emphasised the need to exercise caution when prescribing psychotropic drugs in the ICU environment. We wait eagerly for her pending data as to whether sedation holding has had any affect on the development of PTSD in survivors of intensive care.
"Psychological impact on the child and family" Paediatric intensive care imposes considerable stress on children and their parents. However, study in this area is fraught with difficulty. Indeed, very little research is currently available. Dr Gillian Colville, a psychologist from St George's hospital, gave a fascinating insight into her pioneering work following up both the child survivors of PICU and their families. What is evident is that the PICU experience changes the relationship between a child and their parents. Where their child is concerned, parents tend to become more anxious and involved. However, parents demonstrate great resilience throughout the PICU experience. A variety of factors scored highly with parents on the impact of events scale. These included the watching of procedures, being privy to poor communication, not talking to their spouse about the experience, and whether their child was in poor health prior to the PICU admission. Dr Colville relates that the presence of PTSD in survivors can be as high as 40% at nine months and often has little correlation with the presence or absence of PTSD in their parents. A prospective study is underway at St. Georges, which it is hoped will shed further light on the psychological sequelae suffered by parents and survivors of PICU. Surprisingly this study has been plagued by poor initial attendance at the follow up clinic. The reasons for this are unclear as the majority of parents expressed a desire for follow up in previous retrospective study.
"ICU Diaries for Patients and Relatives"
Diary writing is becoming a more common practice as part of treatment for PTSD for ICU patients in the UK. However, photographic diaries still need to be encouraged. In a fascinating and emotive talk, Dr Carl Backman gave his experience from a Swedish ICU where written and photographic diaries are commonly used. The entire ICU experience of a young boy was told using only three photographs reminding us that a picture says a 1000 words..
"Cognitive impairment and consequences for recovery"
Cognitive impairment can have a significant effect on an individual's recovery from critical illness. However, research in this area is in its infancy. This probably reflects the difficulties in recruiting a sufficient cohort of patients in the follow up arena to provide studies of significant power. At present, inferences can only be made as to the exact nature and causality of the cognitive impairment commonly seen in the recovery period after critical illness. Dr Stephen Brett, with typical sartorial style, gave a detailed overview of the studies that do exist, and highlighted that our knowledge could widen if measures such as the CAM-ICU assessment tool were more globally introduced. Cognitive impairment presents itself in many ways -these include difficulties in concentration, memory, and simple intellectual tasks, such as day-to-day decision-making. Higher degrees of cognition, the socalled "executive function" of the brain, are also commonly affected. Dr Brett highlighted that a sensitive test of an individual's executive brain function is the ability to talk nonsense at speedperhaps in the business world this is what being "an executive" is all about! "Suffering and coping the challenges for staff"
Having spent most of the day concentrating on the psychological effects of ICU on the patient and relatives, the ever-erudite Dr Carl Waldmann switched the focus to the ICU staff. A scintillating presentation highlighted the increasing work pressure that envelopes all staff involved with providing care to the critically ill. These stresses include constantly-changing and often ill thought-out Government targets, the fear of making mistakes, difficult decisions regarding possible treatment withdrawal, and the minefield of resource allocation. Moreover, on the background of some recent high profile cases in the press, including Harold Shipman and paediatric cardiac surgery at Bristol, today's society is ever critical and only just beginning to expect and accept mistakes.
Error is the seventh leading cause of death in the USA. Therefore, the introduction of mechanisms and technologies to seek out and reduce error in the clinical environment should surely be a priority. Safety in the clinical environment has a lot to learn from other walks of life, particularly the aviation industry. Improvements in patient safety may help reduce work related stress in staff. Dr Waldmann highlighted the detrimental effects "work stress" can have on an individual's physical and psychological health. Indeed, experiments have shown that if you impose undue stress on a rat, this can lead it to develop a habit of cocaine abuse! "My personal experience -View from a husband"
The conclusion of the meeting put the focus back onto the patient and his or her relative. Mr Barry Williams (an ex-Chief Executive and relative of an ICU patient) shared his thoughts and insight into some of the personal effects the treatments and care imposed by the ICU can have. Mr Williams was well placed to voice his thoughts. He comes from a medical background, has an inside knowledge as to how NHS systems work and spent many weeks in the ICU at The Royal Berkshire Hospital where his wife was an inpatient. A strategy he used to cope with this experience was to keep a daily, detailed diary of events throughout the ICU experience and beyond. It proved to be a very cathartic exercise. The audience was given an extract of this diary, which emphasised the impact certain staff had on his wife's recovery and the attention to detail of his observations. Moreover, it provided a novel insight into how care is provided in the modern NHS. Indeed, sharing the experience of a patient and their relative in such an intimate manner has to be the most powerful and essential drives towards changing cultures and practice of intensive care medicine.
Conclusion
So what about the thoughts of some of the delegates as they left the focus meeting? These are highlighted in table 2. Memorably, the consultant who came merely for his CEPD points left extremely energised and stimulated. Indeed, he is looking to find another meeting with a similar focus "CEPD points or not" Encouraging words indeed. Staff nurses from a neuro ICU -"We come across a lot of patients with bad dreams and psychological problems after head injury. We are looking for what is available in terms of treatments e.g. diaries, counselling etc and their possible benefits"
Consultant actively involved in follow up -"Today will hopefully emphasise the wider impact of intensive care therapies. Psychological well being is one of many important measures of global recovery from critical illness"
Follow up sister -"I am interested in hearing what effects intensive care has on the psychological well being on the patient and what is presently known in this field" Follow up sister -"Not expecting to learn much. Have probably heard it all before, but am looking forward to catching up with people I have met before at previous meetings"
Follow up sister from a solely nurse led unit -"I am looking for something new for guidance. For example, how do you score psychological issues? Also, hopefully I am going to gain reinforcement for my personal interest in follow up"
Research assistant "I am interested in Intensive care and am also interested in psychology. Very interested, therefore, in how these issues interact."
Consultant in Anaesthetics and ICU. "I am fed up with all the highly scientific laden meetings. I am looking forward to a meeting with a more holistic approach to intensive care"
Consultant in Anaesthetics and ICU. "To be honest I have come for the CME points. Looked like an interesting topic!"
Staff nurses from a neuro ICU "We come across a lot of patients with bad dreams and psychological problems after head injury. We are looking for what is available in terms of treatments e.g. diaries, counselling etc and their possible benefits"
"Should we using propofol and alfentanil, instead of morphine and midazolam?" "This focus meeting has raised far more questions, than given answers" "It looks as though the follow-up of children after PICU will influence adult ICU follow-up enormously. Very interesting"
"The photo diary stuff was eye opening. All that feeling in only 3 pictures!" "There is a need for a follow-up workshop, a kind of howto-do it, to help introduce these concepts into practice." 
